
Chapter 3. Access to Health Care

M a ny Americans have good access to health care that enables them to benefit fully from the Nation’s health
care system.  Howeve r, others face barriers that make the acquisition of basic health care services a stru g g l e .
As demonstrated by ex t e n s ive research and confi rmed in the first National Healthcare Disparities Report
(NHDR), racial and ethnic minorities and people of low socioeconomic status (SES) are disproport i o n a t e ly
represented among those with access probl e m s .

Components of Health Care Access

• Access to health care means having “the timely use of personal health services to achieve the best health
o u t c o m e s .”1 Attaining good access to care requires three discrete steps:

• Getting into the health care system— People need to gain entry into the system in order to receive
needed care.

• Getting care within the health care system—Once in the system, people need to go to sites of care
where they can receive the specific services they need.

• Finding prov i d e rs who meet individual patient needs—Once they identify appropriate sites of care,
people need to find specific providers with whom they can develop a relationship based on mutual
communication and tru s t .2

Health care access is measured in several ways including:

• S t r u c t u ral measure s—Measures of the presence or absence of specific resources that enable health care,
such as having health insurance or having a provider with hours on nights or we e ke n d s .

• Patient assessments—Measures of patients’ perceptions of how well their providers interact with them.

• Health care utilization—Measures of the ultimate outcome of good access to care; i.e., the successful
receipt of needed serv i c e s .

How This Chapter Is Organized
This chapter presents new information about disparities in access to health care in America.  It is divided into
four sections:

• Getting into the health care system

• Getting care within the health care system

• Patient perceptions of care

• Health care utilization

As in the 2003 NHDR, this chapter focuses on disparities in access to care related to race, ethnicity, and SES
in the general U.S. population.  Disparities in access to care within specific priority populations are found in
Chapter 4, Priority Populations.  

In addition to presenting new data, this chapter goes beyond last ye a r ’s report and adds analyses of changes
over time as well as some multivariate models and stratified analyses.  To present this greater detail, the
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sections of the chapter highlight a small number of measures, where applicable.  Results for all measures are
found in the summary tables at the end of the chapter.

The first NHDR included measures of cultural competency and health information.  This ye a r, new data on
these topics are not ava i l a ble, so they are not discussed.  New data on these topics are anticipated next ye a r.

60

National Healthcare Disparities Report

Access to Health Care

Disparities report1  1/24/05  2:12 PM  Page 60



Getting Into the Health Care System 

Health Insurance
Health insurance helps people get into the health care system.  In 2002, 15.2% of Americans were uninsured.3

The uninsured are more like ly to die early4 5 and have poor health status;6 7 the costs of early death and poor
health among the uninsured total $65 billion to $130 billion.8 The uninsured report more problems getting
c a r e ,9 are diagnosed at later disease stages, and get less therapeutic care.1 0 T h ey are sicker when hospitalized
and more like ly to die during their stay.1 1

Figure 3.1. People under age 65 with health insurance by race (top left), ethnicity (top right), and income 
(bottom left), 1999-2001  

S o u rc e : National Heath Interview Survey, 1999-2001.

R e f e rence population: Civilian, noninstitutionalized people under
age 65.

N o t e : M e a s u re is age adjusted.  NHIS respondents are asked
about health insurance coverage at the time of interview (point-in-
time estimate).  For findings related to all health insurance
m e a s u res, see Tables 3.1a and 3.1b.

• For all years, the proportion with insurance
was lower among blacks and AI/ANs 
compared with whites; Hispanics compared 
with non-Hispanic whites; and poor, near 
p o o r, and middle income compared with 
high income groups (Figure 3.1).

• From 1999-2001, rates of insurance did not 
change signifi c a n t ly among any racial, 
ethnic, or income gr o u p s .
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Racial and ethnic minorities are disproport i o n a t e ly poor.  To distinguish the effects of race, ethnicity, and
income on health care access, measures are presented by income level.  

Figure 3.2.  People under age 65 with health insurance by race (left) and ethnicity (right) stratified by
income, 2001 

S o u rc e : National Heath Interview Survey, 2001.

R e f e rence population: Civilian, noninstitutionalized people under age 65.

N o t e : M e a s u re is age adjusted.  NHIS respondents are asked about health insurance coverage at the time of interview (point-in-time
estimate).  

• Income explains some but not all of the differences in rates of insurance among people under age 65 by
race and ethnicity.  

• While differences in health insurance tend to attenuate or disappear among blacks and among high
income individuals, they persist among poor and near poor AI/ANs and Hispanics (Figure 3.2).    

• No group achieved the HP2010 goal of 100% of Americans with health insurance.
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Usual Source of Care 
H aving a usual source of care helps people get into the health care system, yet over 40 million Americans do
not have a specific source of ongoing care.1 2 People without a usual source of care report more diffi c u l t i e s
obtaining needed serv i c e s1 3 and fewer preve n t ive services, including blood pressure monitoring, flu shots,
prostate exams, Pap tests, and mammogr a m s .1 4

Figure 3.3. People with a specific source of ongoing care by race (top left), ethnicity (top right), and
income (bottom left), 1999-2001  

S o u rc e : National Heath Interview Survey, 1999-2001.

R e f e rence population: Civilian, noninstitutionalized population.

N o t e : M e a s u re is age adjusted.  For findings related to all usual
s o u rce of care measures, see Tables 3.1a and 3.1b.

• In all 3 years, the proportion of people with 
a specific source of ongoing care was lower 
among Hispanics compared with non-Hispanic 
whites and among poor, near poor, and middle 
income groups compared with high income 
groups; racial differences were not significant 
( Figure 3.3).

• B e t ween 1999 and 2001, rates of source of 
ongoing care improved for all groups except 
A I / A N, multiple race individuals, Hispanics, and 
the poor.

• No group achieved the HP2010 goal of 96% of 
Americans with a specific source of ongoing care.
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Patient Perceptions of Need 
Patient perceptions of need include perceived difficulties or delays obtaining care and problems getting care as
soon as it is wanted.  While patients may not always be able to assess their need for care, problems getting
care when patients perceive that they are ill or injured like ly reflect significant barriers to care.

Figure 3.4. Adults who can sometimes or never get care for illness or injury as soon as wanted by race,
ethnicity, and income, 2000-2001

S o u rc e : Medical Expenditure Panel Survey, 2000-2001.

R e f e rence population: Civilian, noninstitutionalized people age 18 and over.

N o t e : For findings related to all patient perceptions of need measures, see Tables 3.1a and 3.1b.

• In both 2000 and 2001, the proportion of adults who sometimes or never get care for illness or injury as
soon as they wanted was higher among Hispanic compared with non-Hispanic white adults and among
poor and near poor compared with high income adults (Figure 3.4).

• The proportion of adults who sometimes or never get care for illness or injury as soon as they wa n t e d
was also higher among black and API adults compared with white adults in 2001 (there were too few
APIs to provide a reliable estimate in 2000).

• From 2000 to 2001, the proportion of adults who sometimes or never get care for illness or injury as soon
as they wanted decreased among white, non-Hispanic white, and high income adults.

• In multivariate models controlling for age, gender, income, education, insurance, and residence location,
the bl a c k - white difference is attenuated, but other differences persist in 2001.  APIs are 99% more like ly
than whites, Hispanics are 45% more like ly than non-Hispanic whites, and the near poor are 47% more
l i ke ly than high income people to have problems getting care for illness or injury.  
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Getting Care Within the Health Care System

D i fficulty Getting Care
Gaining entry into the health care system does not ensure that patients receive all the services that they need;
m a ny patients report difficulties nav i gating the health care system even after they have gained entry.  Fo r
example, a quarter of managed care patients report difficulties obtaining referrals to specialists.1 5 D i ffi c u l t y
scheduling appointments or reaching the physician via phone, long waiting times for an appointment, and
d i s s a t i s faction with physician staff can lead patients1 6 and parents of patients 17 to seek non-urgent emerg e n cy
d e p a rtment (ED) visits.  Problems getting care within the health care system can include prov i d e r
u n availability on nights or we e kends; dissatisfaction with professional staff; longer waiting times; and
d i fficulties getting appointments, contacting providers by phone, and getting referrals to specialists.  

Figure 3.5. Adults without problems getting referral to a specialist in the past year by race, ethnicity, and
income, 2000-2001 

S o u rc e : Medical Expenditure Panel Survey, 2000-
2 0 0 1 .

R e f e rence population: Civilian, noninstitutionalized
people age 18 and over.

N o t e : For findings related to all measures of getting
c a re within the health care system, see Tables 3.2a
and 3.2b.

• From 2000 to 2001, rates of no problems getting a referral decreased among Hispanics but did not
change among any other groups (Figure 3.5).

• In 2000 and 2001, the proportion of adults without problems getting a referral to a specialist was lowe r
among Hispanic compared with non-Hispanic white adults and poor and near poor compared with high
income adults.

• The proportion of adults without problems getting a referral was also lower among API compared with
white adults in 2001 (there were too few  APIs to provide a reliable estimate in 2000); bl a c k - wh i t e
d i fferences were not noted.

• In multivariate models controlling for age, gender, income, education, insurance, and residence location,
racial, ethnic, and income-related differences persist.  APIs are 63% less like ly than whites and Hispanics
are 47% less like ly than non-Hispanic whites to report no problems getting referrals.  Compared with
high income adults, the poor and near poor are 41% and 28% less like ly to report no problems getting
r e f e rrals, respective ly.
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To distinguish the effects of race, ethnicity, and income on health care access and to identify populations at
greatest risk for difficulties getting care within the health care system, measures are presented by income
l evel.  

Figure 3.6.  Adults without problems getting referral to a specialist in the past year by race (left) and 
ethnicity (right) stratified by income, 2001  

S o u rc e : Medical Expenditure Panel Survey, 2001.

R e f e rence population: Civilian, noninstitutionalized people age 18 and over.

• Income explains some but not all of the differences in rates of problems getting a referral to a specialist
among adults by ethnicity.  

• Ethnic differences are observed across all income groups (Figure 3.6).
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Patient Perceptions of Care 

P a t i e n t - P rovider Communication
Accessing health care does not guarantee optimal care if patients and providers do not communicate
e ff e c t ive ly.  Barriers to patient-provider communication are common.  About 47 million people speak a
language other than English at home; almost half do not speak English ve ry we l l .1 8 A fifth of A m e r i c a n s
score at the lowest level of literacy and another quarter score at the next level; understanding health
i n f o rmation often requires literacy skills above these leve l s .1 9 Health literacy, the “capacity to obtain, process,
and understand basic health information and services needed to make appropriate health decisions,”2 0 m ay be
an even bigger problem.  People with low literacy have less understanding of their medical conditions and
health care,21 22 worse health status,2 3 higher use of emerg e n cy and inpatient services, and lower adherence to
medications and participation in medical decisionmaking.2 4 Estimates of health expenditures attribu t a ble to
l ow health literacy range from $29 billion to $69 billion per ye a r.2 5 P r oviders also differ in communication
p r o fi c i e n cy; variation in listening skills has been noted.

Figure 3.7. Adults whose providers sometimes or never listen carefully to them by race, ethnicity, and
income, 2000-2001   

S o u rc e : Medical Expenditure Panel Survey, 2000-2001.

R e f e rence population: Civilian, noninstitutionalized
people age 18 and over.

N o t e : For findings related to all measures of patient-
p rovider communication, see Tables 3.3a and 3.3b.  

• In 2001, the proportion of adults with providers who sometimes or never listen carefully was higher
among API compared with white, Hispanic compared with non-Hispanic white, and poor, near poor, and
middle income compared with high income adults; bl a c k - white differences were not noted.

• B e t ween 2000 and 2001, rates of adults with providers who sometimes or never listen carefully did not
change signifi c a n t ly among any gr o u p s .

• In multivariate models controlling for age, gender, income, education, insurance, and residence location,
the difference between Hispanic and non-Hispanic whites is attenuated, but other differences persist.
APIs are 73% more like ly than whites to have providers who sometimes or never listen carefully.
Compared with high income adults, poor, near poor, and middle income adults are 52%, 56%, and 37%
more like ly to have providers who sometimes or never listen carefully, respective ly.
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P a t i e n t - P rovider Relationship
The patient-provider relationship is built upon mutual respect, trust, and understanding.  Patient perceptions of
the strength of this relationship may be reflected in patient satisfaction and ratings of health care.  The fi r s t
NHDR reported that many racial and ethnic minority groups as well as low SES groups are more like ly to rate
their overall health care poorly.  

Figure 3.8. Adults who rate their health care in the past year less than 7 on a scale from 0 to 10 by race,
ethnicity, and income, 2000-2001 

S o u rc e : Medical Expenditure Panel Survey, 2000-
2 0 0 1 .

R e f e rence population: Civilian, noninstitutionalized
people age 18 and over.

N o t e : For findings related to all measures of the
patient provider relationship, see Tables 3.3a and
3 . 3 b .

• In both 2000 and 2001, the proportion of adults who rate their health care less than 7 on a scale from 0
( worse health care possible) to 10 (best health care possible) was higher among black compared with
white adults; Hispanic compared with non-Hispanic white adults; and poor, near poor, and middle
income compared with high income adults (Figure 3.8).

• The proportion of adults who rate their health care less than 7 was also higher among AI/AN compared
with white adults in 2001 (there were too few AI/AN adults to provide a reliable estimate in 2000).

• B e t ween 2000 and 2001, the proportion of adults who rate their health care less than 7 declined among
white, API, non-Hispanic white, and high income adults.

• In multivariate models controlling for age, gender, income, education, insurance, and residence location,
all racial and ethnic differences are attenuated, but income-related differences persist.  Compared with
high income adults, poor, near poor, and middle income adults are 66%, 60%, and 44% more like ly to
rate their health care less than 7.
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Health Care Utilization

Measures of health care utilization complement patient reports of barriers to care and permit a fuller
understanding of access to care.  Barriers to care that are associated with differences in health care utilization
m ay be more significant than barriers that do not affect utilization patterns.  Many landmark reports on
disparities have relied on measures of heath care utilization,26 27 28 and these data demonstrate some of the
l a rgest differences in care among diverse groups.  More recent eff o rts to understand and inform health care
d e l ive ry continue to include measures of health care utilization.29 30

I n t e rpreting health care utilization data is more complex than analyzing data on patient perceptions of access
to care.  Besides access to care, health care utilization is strongly affected by health care need and patient
preferences and values.  In addition, greater use of services does not necessarily indicate better care.  In fa c t ,
high use of some inpatient services may reflect impaired access to outpatient services.  Hence, the summary
t a ble on health care utilization uses a different key from other summary tables of access to care.  Rather than
indicating better or worse access, symbols on this table simply identify the amount of care received by racial,
ethnic, and socioeconomic groups relative to their comparison groups. 

Each ye a r, the Nation’s 12 million health services wo r kers provide about 820 million office visits and 590
million hospital outpatient visits and treat 35 million hospitalized patients, 2.5 million nursing home residents,
1.4 million home health care patients, and 100,000 people in hospice settings.3 1 Each ye a r, about 70% of the
c ivilian noninstitutionalized population visit a medical prov i d e r ’s office or outpatient department, about 60%
r e c e ive a prescription medication, and about 40% visit a dental prov i d e r.3 2

National health expenditures totaled $1.3 trillion in fiscal year 2002, about 13% of the gross domestic
product.  Gove rnments account for 43% of the U.S. total, about 33% from the Federal Gove rnment in the form
of Medicare and Medicaid payments and grants to States and about 10% from State and local gove rn m e n t s .
After almost a decade of modest gr owth, health care spending per capita rose 10% in 2001; premiums for
p r ivate health insurance increased 12.7% in 2002.3 3 Health expenditures among the civ i l i a n
noninstitutionalized population in America are ex t r e m e ly concentrated, with 5% of the population accounting
for 55% of outlay s .3 4 In addition, it has been estimated that as much as $390 billion a ye a r, almost a third of
all health care expenditures, are the result of poor quality care, including ove ruse, misuse, and wa s t e .3 5

The first NHDR reported that different racial, ethnic, and SES groups had different patterns of health care
utilization.  Asians and Hispanics tended to have lower use of most health care services including routine care,
e m e rg e n cy department visits, avo i d a ble admissions, and mental health care.  Blacks tended to have lower use
of routine care, outpatient mental health care, and outpatient HIV care but higher use of emerg e n cy
d e p a rtments and hospitals, including higher rates of avo i d a ble admissions, inpatient mental health care, and
inpatient HIV care.  Lower SES individuals tended to have lower use of routine care and outpatient mental
health care and higher use of emerg e n cy departments, hospitals, and home heath care.  This ye a r, fi n d i n g s
related to select health care utilization measures are highlighted.  

69

National Healthcare Disparities Report

Access to Health Care

Disparities report1  1/24/05  2:12 PM  Page 69



General Medical Care
M a ny Americans require office or outpatient services, dental services, and prescription medications on a
r egular basis as well as emerg e n cy room and inpatient hospital services at some point in their lives.  Lowe r
receipt of office or outpatient visits may indicate better health, patient preferences, or problems with access to
s e rv i c e s .

Figure 3.9. People with an office or outpatient visit in past year by race (top left), ethnicity (top right), and
income (bottom left), 1999-2001

S o u rc e : Medical Expenditure Panel Survey, 1999-2001.

R e f e rence population: Civilian, noninstitutionalized population.

N o t e : For findings related to all routine and acute care measure s ,
see Tables 3.4a and 3.4b.

• In all 3 years, the proportion of people who had 
an office or outpatient visit in the past year was 
l ower among blacks and APIs than among wh i t e s ;
among Hispanics than among non-Hispanic 
whites; and among poor, near poor, and middle 
income groups than among the high income 
group (Figure 3.9).

• B e t ween 1999 and 2001, rates of office or 
outpatient use increased among the high income 
group but did not change signifi c a n t ly among any
racial or ethnic gr o u p s .
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To distinguish the effects of race, ethnicity, and income on health care utilization and to identify populations at
greatest risk for barriers to health care utilization, measures are presented by income level.  

Figure 3.10. People with an office or outpatient visit in past year by race (left) and ethnicity (right) stratified
by income, 2001  

S o u rce: Medical Expenditure Panel Survey, 2001.

R e f e rence population: Civilian noninstitutionalized population.

• Income explains some but not all of the differences in health care utilization by race and ethnicity.  

• Racial and ethnic differences are observed across all income groups (Figure 3.10).
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Nursing Home and Home Health Care
Nursing home and home health care includes the provision of personal, social, and medical services to people
who have functional or cog n i t ive limitations in their ability to perform self-care and other activities necessary
to live independently.  This NHDR reports on data from the CMS Medicare Current Benefi c i a ry Survey to
p r ovide estimates of nursing home and Medicare-covered home health care by race, ethnicity, and SES.  

Figure 3.11. Medicare beneficiaries 65 and older with Medicare-covered home health care in past year by
race (top left), ethnicity (top right), and income (bottom left), 1998-2000  

S o u rce: M e d i c a re Current Beneficiary Survey, 1998-2000.

R e f e rence population: M e d i c a re beneficiaries age 65 and over.

N o t e : For findings related to all chronic care measures, see Ta b l e s
3.4a and 3.4b.

• In all 3 years, the proportion of elderly Medicare
b e n e ficiaries who had Medicare-covered home 
health care in the past year was higher among 
black compared with white elderly and among 
poor and near poor compared with high income 
e l d e r ly; ethnic differences were not noted 
( Figure 3.11).

• B e t ween 1998 and 2000, rates of Medicare-
c overed home health care use declined among 
white, non-Hispanic white, poor, and near 
poor elderly.

72

National Healthcare Disparities Report

Access to Health Care

Disparities report1  1/24/05  2:12 PM  Page 72



Avoidable Admissions
Avo i d a ble admissions are hospitalizations that potentially could have been ave rted by high quality outpatient
care.  T h ey relate to conditions for which good outpatient care can prevent the need for hospitalization or for
which early intervention can prevent complications or more severe disease.  While not all admissions for these
conditions can be avo i d e d, rates in populations tend to va ry with access to outpatient services.  For ex a m p l e ,
better access to care should facilitate the diagnosis of appendicitis before rupture occurs.  

Racial, ethnic, and socioeconomic differences in avo i d a ble admissions are well documented; rates are higher
among blacks compared with whites and among low income compared with high income indiv i d u a l s .36 37 38

As the numbers of avo i d a ble hospitalizations for some conditions increased between 1980 and 1998, the ga p s
b e t ween these demographic groups widened.3 9

Avo i d a ble hospitalizations tracked in the NHDR include hospitalizations for hy p e rtension, angina, chronic
o b s t ru c t ive pulmonary disease, bacterial pneumonia, and perforated appendix and come from A H R Q ’s
Healthcare Cost and Utilization Project State Inpatient Databases disparities analysis file.  This file is
designed to provide national estimates using weighted records from a sample of hospitals from 22 States that
h ave 63% of U.S. hospital discharges.  These 22 States participate in HCUP and have relative ly complete race
and ethnicity data.

Figure 3.12. Perforated appendix per 1,000 admissions with appendicitis by race/ethnicity (left) and area
income (median income of ZIP Code of residence) (right), 2001  

S o u rc e : HCUP State Inpatient Databases disparities analysis file, 2001.

R e f e rence population: Patients hospitalized with appendicitis.

N o t e : White, Black, and API are non-Hispanic groups.  For findings related to all avo i d a ble admissions, see Ta bles 3.4a and 3.4b.

• In 2001, rates of perforated appendix per 1,000 admissions for appendicitis were higher among bl a c k s
and Hispanics compared with non-Hispanic whites and higher among residents of ZIP Codes with
median income < $25,000, $25,000 to $34,999, and $35,000 to $44,999 compared with residents of ZIP
Codes with income $45,000 and over (Figure 3.12).
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Mental Health Care and Substance Abuse Tre a t m e n t
O ver 40 million people ages 18 to 64 had a mental disorder in the past ye a r,4 0 and about 20 million had a
serious mental disorder that substantially limited activ i t i e s .4 1 In 2003, about 16 million Americans age 12 and
older were heavy alcohol drinkers and about 54 million had a recent binge drinking episode.4 1 About 20
million people age 12 and older were illicit drug users and about 71 million reported recent use of a tobacco
p r o d u c t .4 1 The direct costs of mental disorders and substance abuse amounted to $99 billion in 1996; lost
p r o d u c t ivity and premature death accounted for an additional $75 billion.4 2 Although the prevalence of mental
disorders for racial and ethnic minorities in the United States is similar to that for wh i t e s ,4 2 d i fferences in care
can be observed.  Compared with whites, minorities have less access to mental health care and are less like ly
to receive needed serv i c e s .4 3 Racial, ethnic, and socioeconomic differences in the use of psychiatric
m e d i c a t i o n s ;4 4 psychiatric outpatient,4 5 e m e rg e n cy,4 6 and inpatient serv i c e s ;4 7 and substance abuse treatment4 1

h ave also been documented.  These differences may reflect, in part, variation in preferences and cultural
attitudes towards mental health and substance abu s e .

Figure 3.13. Adults who reported they received mental health treatment or counseling in the past year by
race, ethnicity, and education, 2001-2002

S o u rce: SAMHSA, National Household Survey on Drug Abuse, 2001, and National Survey on Drug Use and Health, 2002.

R e f e rence population: Civilian, noninstitutionalized population age 18 and older.

N o t e : For findings related to all mental health care measures, see Tables 3.4a and 3.4b.

• In both 2001 and 2002, the proportion of adults with mental health treatment or counseling in the past
year was lower among blacks and Asians compared with whites and lower among Hispanics compared
with non-Hispanic whites (Figure 3.13).

• B e t ween 2001 and 2002, receipt of mental health care treatment or counseling increased among wh i t e ,
Asian, non-Hispanic white, and Hispanic adults and adults with college education.
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HIV Care
B e t ween 850,000 and 950,000 individuals are infected with HIV in the United States, an estimated quarter of
whom are unaware that they are infected.4 8 Each ye a r, about 40,000 people acquire HIV infection.49 50 S i n c e
the use of highly active antiretroviral therapy (HAART) to treat HIV infection became widespread in 1996,
n ew AIDS cases declined from the mid-1990’s to 2001 but then leveled off in 2002.5 1 Since its emerg e n c e ,
more than 500,000 Americans have died from AIDS, including over 16,000 people in 2002.5 1

AIDS incidence and death rates va ry by race and ethnicity.  Blacks make up about 12% of the U. S .
population, but they accounted for 50% of the new AIDS cases reported in the United States in 2002.5 2

Hispanics also have higher AIDS incidence rates compared with whites and accounted for 6,998 of the 40,793
n ew AIDS cases reported in 2002.5 3 AIDS is the leading cause of death among black women 25 to 34 and
black men 35 to 44.5 4 Racial, ethnic, and socioeconomic differences in care for HIV and AIDS have been
documented in, for example, receipt of antiretroviral therapy and therapy to prevent Pneumocystis pneumonia
(PCP), a common infection among AIDS patients.55 56 57

HIV care can include outpatient and inpatient services.  Because national data on HIV care are not routinely
c o l l e c t e d, HIV measures tracked in NHDR come from the HIV Research Network, which consists of 18
medical practices across the United States that treat large numbers of HIV patients.  HIV patients typically
require four or more ambu l a t o ry visits per year to ensure adequate monitoring of their disease with CD4
counts and viral loads.5 8

Figure 3.14. Adult HIV patients with four or more ambulatory visits in the past year by race/ethnicity, 2001  

S o u rc e : HIV Research Network, 2001.

R e f e rence population: HIV patients age 18 and older receiving care from HIV Research Network pro v i d e r s .

N o t e : White, Black, API, and AI/AN are non-Hispanic groups. For findings related to all HIV care measures, see Tables 3.4a and 3.4b.

• In 2001, the proportion of adults with HIV with four or more ambu l a t o ry visits in the past year was lowe r
among black and higher among Hispanic compared with non-Hispanic white HIV patients (Figure 3.14).
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Table 3.1a. Racial and Ethnic Differences in Getting Into the Health Care System 

M e a s u re Racial Ethnic 
D i f f e re n c ei D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN  >1 Race H i s p a n i c
Health Insurance Cove ra ge
People under 65 with health insurancei i i = =
People under 65 with any private health insurancei i i = =
People 65 and over with any private health insurancei i i =
People uninsured all ye a riv = iv =
People with any period of uninsurance during the ye a riv = = iv =
People with any period of public insurance 
during the ye a riv = iv

Usual Source of Care
People who have a specific source of ongoing carei i i = = = =
People in fair or poor health who have a specific 
source of ongoing carei i i = = =
People with a hospital, emerg e n cy room, 
or clinic as source of ongoing carei i i = =
People without a usual source of care who indicate a 
financial or insurance reason for not having a 
source of careiv =
People who have a usual primary care 
p r ov i d e riv = = iv =
Patient Pe rceptions of Neediv

Families that experience difficulties or delays in
obtaining health care or do not receive needed care = = iv =
Families that experience difficulties or delays in 
obtaining health care due to financial or 
insurance reasons = =
Families that did not receive a doctor’s care or 
prescription medications because the fa m i ly 
needed the money =
Families not ve ry satisfied that they 
can get health care if they need it = iv =
People who sometimes or never get appointments for 
routine care as soon as wanted iv =
People who sometimes or never get care for illness 
or injury as soon as wanted 

iv

iCompared with wh i t e s .
i iCompared with non-Hispanic wh i t e s .
i i iSource: National Health Interv i ew Survey, 2001.
ivSource:  Medical Expenditure Panel Survey, 2001.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as Asian or
Pa c i fic Islander.  This source did not collect information for >1 race.
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native

Key to Symbols Used in Access to Health Care Tabl e s :
=: Group and comparison group have about same access to health care.

Group has better access to health care than the comparison gr o u p .

Group has worse access to health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.1b. Socioeconomic Differences in Getting Into the Health Care System 

M e a s u re Income Differe n c ei E d u c a t i o n a l I n s u ra n c e
D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % < H S HS Gra d U n i n s u re d
Health Insurance Cove ra ge
People under 65 with health  insuranceiv

People under 65 with any private health 
i n s u r a n c eiv

People 65 and over with any private health 
i n s u r a n c eiv

People uninsured all ye a rv

People with any period of uninsurance during 
the ye a rv

People with any period of public insurance 
during the ye a rv

Usual Source of Care
People who have a specific source of 
ongoing careiv

People in fair or poor health who have a 
s p e c i fic source of ongoing careiv =
People with a hospital, emerg e n cy room, 
or clinic as source of ongoing careiv

People without a usual source of care who 
indicate a financial or insurance reason for 
not having a source of carev

People who have a usual primary care 
p r ov i d e rv =
Patient Pe rceptions of Needv

Families that experience difficulties or 
d e l ays in obtaining health care or do not 
r e c e ive needed care =
Families that experience difficulties or 
d e l ays due to financial or insurance 
reasons =
Families that did not receive a doctor’s 
care or prescription medications because 
the fa m i ly needed the money 
Families not ve ry satisfied that they can 
get health care if they need it 
People who sometimes or never get 
appointments for routine care as soon 
as wanted = =
People who sometimes or never get 
care for illness or injury as soon as wanted = =
iCompared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
i iCompared with persons with any college education.
i i iCompared with persons under 65 with any private health insurance.
ivSource:  National Health Interv i ew Survey, 2001.
vSource: Medical Expenditure Panel Survey, 2001. 
Key:  HS=high school 
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Table 3. 2a. Racial and Ethnic Differences in Getting Care Within the Health Care System

M e a s u re Racial Ethnic 
D i f f e re n c ei D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN  >1 Race H i s p a n i c
D i f ficulty Getting Carei i i

People with provider who has office hours nights 
or we e kends = = i i i = 
People with difficulty getting appointments on 
s h o rt notice = i i i = 
People with difficulty contacting provider over 
the telephone = i i i

Adults without problems getting referral to a specialist 
in past year = i i i

People not ve ry satisfied with professional staff 
at prov i d e r ’s office = i i i

People who usually wait over 30 minutes before 
seeing provider = i i i = 

Table 3.2b. Socioeconomic Differences in Getting Care Within the Health Care System

M e a s u re Income Differe n c eiv E d u c a t i o n a l I n s u ra n c e
D i f f e re n c ev D i f f e re n c ev i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % < H S HS Gra d U n i n s u re d
D i f ficulty Getting Carei i i

People with provider who has office hours 
nights or we e kends  = = = 
People with difficulty getting appointments on 
s h o rt notice = = = = 
People with difficulty contacting provider over 
the telephone = = = = = = 
Adults without problems getting referral to 
a specialist in past year  = = 
People not ve ry satisfied with professional 
s t a ff at prov i d e r ’s office  = = = = = = 
People who usually wait over 30 minutes 
before seeing provider = 
iCompared with wh i t e s .
i iCompared with non-Hispanic wh i t e s .
i i iSource: Medical Expenditure Panel Survey, 2001.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as Asian or
Pa c i fic Islander.  This source did not collect information for >1 race.
ivCompared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
vCompared with persons with any college education.
v iCompared with persons under 65 with any private health insurance.
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native; HS=high school

Key to Symbols Used in Access to Health Care Tabl e s :
=: Group and comparison group have about same access to health care.

Group has better access to health care than the comparison gr o u p .

Group has worse access to health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.3a.  Racial and Ethnic Differences in Patient Perceptions of Care

M e a s u re Racial Ethnic 
D i f f e re n c ei D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN  >1 Race H i s p a n i c
Pa t i e n t - P rovider Commu n i c a t i o ni i i

People with provider who usually asks about 
medications and treatments other doctors may give = i i i =
Adults whose providers sometimes or never listened 
c a r e f u l ly to them = i i i =
Adults whose  providers sometimes or never ex p l a i n e d
things in a way they could understand i i i =
Adults whose providers sometimes or never showed 
respect for what they had to say = = i i i

Pa t i e n t - P rovider Relationshipi i i

People not satisfied with quality of care received 
from provider = i i i

Adults whose providers sometimes or never spent 
enough time with them = i i i

Adults who rate their health care in the past year <7 
on a scale from 0 to 10 = i i i

iCompared with wh i t e s .
i iCompared with non-Hispanic wh i t e s .
i i iSource: Medical Expenditure Panel Survey, 2001.  This source did not collect information on Asians and NHOPIs separately but in aggr egate as Asian or
Pa c i fic Islander.  This source did not collect information for >1 race. 
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native

Key to Symbols Used in Access to Health Care Tabl e s :
=: Group and comparison group have about same access to health care.

Group has better access to health care than the comparison gr o u p .

Group has worse access to health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.3b. Socioeconomic Differences in Patient Perceptions of Care

M e a s u re Income Differe n c ei E d u c a t i o n a l I n s u ra n c e
D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % < H S HS Gra d U n i n s u re d
Pa t i e n t - P rovider Commu n i c a t i o niv

People with provider who usually asks about 
medications and treatments other doctors 
m ay give = = = =
Adults whose providers sometimes or never 
listened carefully =
Adults whose providers sometimes or never 
explained things in a way they could understand 
Adults whose providers sometimes or never 
s h owed respect for what they had to say 
Pa t i e n t - P rovider Relationshipiv

People not satisfied with quality of care 
from provider = =
Adults whose providers sometimes or never 
spent enough time =
Adults who rate their health care in the past 
year <7 on a scale from 0 to 10 

iCompared with persons with fa m i ly incomes 400% of Federal pove rty thresholds or above .
i iCompared with persons with any college education.
i i iCompared with persons under 65 with any private health insurance.
ivSource: Medical Expenditure Panel Survey, 2001.
Key: HS=high school

Key to Symbols Used in Access to Health Care Tabl e s :
=: Group and comparison group have about same access to health care.

Group has better access to health care than the comparison gr o u p .

Group has worse access to health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.4a. Racial and Ethnic Differences in Health Care Utilization 

M e a s u re Racial Ethnic 
D i f f e re n c ei D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN  >1 Race H i s p a n i c
G e n e ral Medical Care
People with an office or outpatient visit in the past 
ye a ri i i i i i

People with a prescription medication in the past ye a ri i i i i i =
People with a dental visit in the past ye a ri i i i i i

People with an emerg e n cy room visit in the 
past ye a ri i i i i i

People with an inpatient discharge in the past ye a ri i i = i i i =
Outpatient visits per 100 populationiv = iv

E m e rg e n cy department visits per 100 populationiv iv

Total hospitalizations per 100 populationv

N u rsing Home and Home Health Carev i

Medicare beneficiaries 65 and over with Medicare-
c overed home health care v i v i

Medicare beneficiaries under 65 with Medicare-
c overed home health care 

v i =
Medicare beneficiaries 65 and over with nursing home 
care in the past ye a r = v i

Medicare beneficiaries under 65 with nursing home 
care in the past year v i

Avo i d able A d m i s s i o n sv i i

Admissions for hy p e rtension per 
100,000 population 18 and older

v i i = v i i

Admissions for angina per 100,000 
population 18 and older v i i v i i =
Admissions for chronic obstru c t ive pulmonary 
disease per 100,000 population 18 and older =v i i v i i

Admissions for bacterial pneumonia per 100,000 
population v i i v i i =
Admissions for perforated appendix per 1,000 
admissions with appendicitis v i i = v i i

iCompared with wh i t e s .
i iCompared with non-Hispanic wh i t e s .
i i iSource: A g e n cy for Healthcare Research and Quality, Medical Expenditure Panel Survey, 2001. This source did not collect information on Asians and
NHOPIs separately but in aggr egate as Asians or Pa c i fic Islanders This source did not collect information for >1 race.
ivSource: National Center for Health Statistics, National A m bu l a t o ry Medical Care Survey/National Hospital A m bu l a t o ry Medical Care Survey, 2000-2001.
This source did not collect information on Asians and NHOPIs separately but in aggr egate as Asians or Pa c i fic Islanders.  This source did not collect
i n f o rmation for >1 race.  Missing rates preclude analysis by ethnicity.
vSource: National Center for Health Statistics National Hospital Discharge Survey, 2001.  This source did not collect information for >1 race separately.
Missing rates preclude analysis by ethnicity.
v iSource: Medicare Current Benefi c i a ry Survey, 2000. This source did not collect information on Asians and NHOPIs separately but in aggr egate as A s i a n s
or Pa c i fic Islanders.  This source did not collect information for >1 race.  
v i iSource: HCUP SID disparities analysis file, 2001.  This source categorizes race/ethnicity ve ry diff e r e n t ly from other sources.  Race/ethnicity inform a t i o n
is categorized as a single item: Non-Hispanic white, Non-Hispanic black, Hispanic, Asian or Pa c i fic Islander.  These contrasts compare each group with
non-Hispanic whites. 
Key: NHOPI=Native Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native
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Table 3.4a. Racial and Ethnic Differences in Health Care Utilization (continued)

M e a s u re Racial Ethnic 
D i f f e re n c ei D i f f e re n c ei i

B l a c k A s i a n N H O P I AI/AN  >1 Race H i s p a n i c
Mental Health Care and Substance A buse Tre a t m e n ti i i

Adults who received mental health treatment or 
counseling in the past year = =
Adults who received outpatient mental health 
treatment or counseling = = =
Adults who received prescription medications for 
mental health treatment = =
Adults who received inpatient mental health 
treatment or counseling =
Adults with serious mental illness who received 
mental health treatment or counseling 
People age 12 and older who received illicit drug 
or alcohol abuse treatment in the past year = =
People age 12 and older who needed treatment for 
illicit drug use and who received such treatment 
in the past year = =
HIV Care
Hospitalizations for HIV per 10,000 populationiv

HIV patients with 4 or more ambu l a t o ry visits in
the past ye a rv v = v =
HIV patients with CD4 <50 with 4 or more 
a m bu l a t o ry visits in the past ye a rv = v =
HIV patients with an inpatient hospitalization in 
the past ye a rv v = v =
HIV patients with CD4 <50 with an inpatient 
hospitalization in the past ye a rv = v =

iCompared with wh i t e s .
i iCompared with non-Hispanic wh i t e s .
i i iSource: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2002.
ivSource: National Center for Health Statistics, National Hospital Discharge Survey, 2001.  This source did not collect information for >1 race separately.
Missing rates preclude analysis by ethnicity.
vSource: HIV Research Network, 2001. This source categorizes race/ethnicity ve ry diff e r e n t ly from other sources.  Race/ethnicity information is
c a t egorized as a single item: non-Hispanic white, non-Hispanic black, Hispanic, Asian or Pa c i fic Islander, American Indian or Alaska Native.  T h e s e
contrasts compare each group with non-Hispanic whites.   
N H O P I = N a t ive Hawaiian or Other Pa c i fic Islander; AI/AN=American Indian or Alaska Native

Key to Symbols Used in Health Care Utilization Tabl e s :
(Note difference from other Access to Health Care Tabl e s ) :
=: Group and comparison group receive about same amount of health care.

Group receives more health care than the comparison gr o u p .

Group receives less health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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Table 3.4b. Socioeconomic Differences in Health Care Utilization 

M e a s u re Income Differe n c ei E d u c a t i o n a l I n s u ra n c e
D i f f e re n c ei i D i f f e re n c ei i i

< 1 0 0 % 1 0 0 - 1 9 9 % 2 0 0 - 3 9 9 % < H S HS Gra d U n i n s u re d
G e n e ral Medical Careiv

People with an office or outpatient visit in the 
past year  
People with a prescription medication in the 
past year  =
People with a dental visit in the past year 
People with an emerg e n cy room visit in the 
past year =
People with an inpatient discharge in the 
past year 
N u rsing Home and Home Health Carev

Medicare beneficiaries 65 and over with 
M e d i c a r e - c overed home health care =
Medicare beneficiaries 65 and over with
nursing home care in past ye a r =
Mental Health Care and Substance A buse Tre a t m e n tv i

Adults who received mental health treatment 
or counseling in the past year    
Adults who received outpatient mental health 
treatment or counseling
Adults who received prescription medications 
for mental health treatment
Adults who received inpatient mental health 
treatment or counseling
Adults with serious mental illness who 
r e c e ived mental health treatment or counseling    
People age 12 and older who received illicit 
d rug or alcohol abuse treatment in the past ye a r
People age 12 and older who needed treatment 
for illicit drug use and who received such 
treatment in the past ye a r

iCompared with persons with fa m i ly incomes 400% of Federal pove rty threshold or above .
i iCompared with persons with any college education.
i i iCompared with persons under 65 with any private health insurance.
ivSource: A g e n cy for Healthcare Research and Quality, Medical Expenditure Panel Survey, 2001.
vSource: Medicare Current Benefi c i a ry Survey, 2000. This source did not collect information on Asians and NHOPIs separately but in aggr egate as A s i a n s
or Pa c i fic Islanders.  This source did not collect information for >1 race.  
v iSource: Substance A buse and Mental Health Services Administration, National Survey on Drug Use and Health, 2002. Income and insurance disparities
were not analy z e d .
Key: HS=high school

Key to Symbols Used in Health Care Utilization Tabl e s :
(Note difference from other Access to Health Care Tabl e s ) :
=: Group and comparison group receive about same amount of health care.

Group receives more health care than the comparison gr o u p .

Group receives less health care than the comparison gr o u p .
Blank cell: Reliable estimate for group could not be made.
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